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OBJECTIVES To compare stenting of aortic arch vessel obstruction with surgical therapy and to establish
recommendations for treatment.
BACKGROUND Though surgery has been considered to be the procedure of choice for subclavian and
brachiocephalic obstruction, little work has been done to compare it with stenting.
METHODS Eighteen patients with symptomatic aortic arch vessel stenosis or occlusion were treated with
stenting, followed by periodic clinical follow-up and noninvasive arterial Doppler studies.
Data were compared with the results as shown in a systematic review of a published series of
surgery and stenting procedures which included comparison of technical success, complica-
tions, mortality and patency.
RESULTS Primary success in our series was 100% with improvement in mean stenosis from 84 6 11%
to 1 6 5% and mean arm systolic blood pressure difference from 44 6 16 mm Hg to 3 6
3 mm Hg. There were no major complications (death, stroke, TIA, stent thrombosis or
myocardial infarction). At follow-up (mean 17 months), all patients were asymptomatic with
100% primary patency. Literature review demonstrates equivalent patency and complications
in the other published series of stenting. In contrast, there was a similar patency but overall
incidence of stroke of 3 6 4% and death of 2 6 2% in the published surgical series.
CONCLUSIONS Subclavian or brachiocephalic artery obstruction can be effectively treated by primary stenting
or surgery. Comparison of stenting and the surgical experience demonstrates equal effective-
ness but fewer complications and suggests that stenting should be considered as first line
therapy for subclavian or brachiocephalic obstruction. (J Am Coll Cardiol 1999;33:1238–45)
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Brachiocephalic or subclavian artery obstructions account
for approximately 17% of symptomatic extracranial cerebro-
vascular disease (1,2) and are an important cause of mor-
bidity associated with a variety of symptoms. Subclavian
steal syndrome arises when flow reversal occurs in the
vertebral artery thereby shunting blood away from the brain
and into the brachial circulation (1,3,4) resulting in the
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symptoms of vertebrobasilar insufficiency (2,5). Upper ex-
tremity ischemic symptoms may occur as a result of ipsilat-
eral claudication related to arm exercise or from emboliza-
tion of the digits (6). In coronary-subclavian steal there is a
proximal subclavian stenosis causing reversal of flow in an
internal mammary artery graft and ischemia of the myocar-
dium it supplies (7–10). The prevalence of subclavian artery
stenosis in patients undergoing myocardial revascularization
is approximately 0.5% to 1.1% (10–12). Similarly, patients
who undergo axillofemoral bypass surgery may have unre-
lieved claudication or graft compromise due to an unrecog-
nized proximal subclavian stenosis.
Although some patients may become asymptomatic
(13,14) with conservative therapy, the majority require relief
of the obstruction to alleviate symptoms. A variety of
surgical techniques have been developed including trans-
thoracic procedures, carotid-subclavian bypass and axilloax-
illary bypass (2,21–71). Over the years these surgical ap-
proaches have been considered “standard” therapy.
However, even with less invasive extraanatomic extratho-
racic reconstructions, the morbidity and mortality is signif-
icant (2,21–71).
Balloon angioplasty for subclavian artery stenosis was first
described in 1980 (15). Comparatively favorable initial
success and patency were achieved with rare complications
and mortality (15–20). The potential for distal embolization
and stroke, uncertain long-term patency and difficulty in
treating total occlusions remained a concern. Recognizing
improvements in anesthetic and operative technique, short
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hospital stays and early discharge, many practitioners con-
tinued to regard surgery as the standard therapy against
which endovascular methods must be compared.
Vascular stenting has reduced acute closure, diminished
distal embolization, improved medium term patency and
provided the ability to recanalize chronic total occlusions.
As a result, enthusiasm has developed for the use of vascular
stents as primary treatment for atherosclerotic obstructive
disease of branches of the aorta. Unfortunately, there have
been no randomized trials comparing percutaneous inter-
ventions with surgery for treatment of aortic arch vessel
disease. This report describes what is known about surgical
treatment outcomes and compares these results with our
experience in using of the Palmaz stent for the primary
treatment of patients with symptomatic subclavian or bra-
chiocephalic artery obstruction.
METHODS
Patients. All patients referred to the Interventional Car-
diovascular Medicine Service between November 1994 and
March 1998 were screened for the presence of symptomatic
brachiocephalic or subclavian artery obstruction. Eighteen
persistently symptomatic patients who required revascular-
ization were identified. A percutaneous treatment approach
was chosen in all 18, including 4 with total occlusions. Table
1 summarizes the baseline clinical characteristics of these
patients.
Symptoms were classified according to the following
scheme: neurological manifestations of subclavian steal
comprised the syndrome of vertebrobasilar ischemia with
ipsilateral retrograde vertebral artery blood flow in the
presence of subclavian or brachiocephalic occlusive disease
proximal to the origin of the vertebral artery. In patients in
whom the internal mammary artery had been used for
coronary bypass, myocardial ischemia was attributed to
subclavian-coronary steal if the origin of the artery was
distal to the subclavian obstruction and there were no other
angiographic coronary obstructive lesions that might ac-
count for the symptoms; in addition, coronary angiography
revealed retrograde filling of the internal mammary artery.
Upper extremity ischemia, occurring in seven patients, was
manifest by severe exertional arm claudication (n 5 5) or
clinical evidence of digit emboli (n 5 2). There was one
patient who underwent axillofemoral bypass surgery for
critical lower limb ischemia but had persisting graft inflow
obstruction because of a severe proximal right subclavian
artery stenosis.
All patients underwent clinical evaluation and noninva-
sive vascular assessment with a Doppler ultrasound study of
the brachiocephalic vessels including measurement of the
brachiobrachial index (the ratio of the systolic pressure of
the affected arm over that of the opposite arm). The index
can only be calculated if the contralateral “normal” arm
shows no Doppler evidence of obstruction. Carotid duplex
scanning was performed to detect other extracranial vessel
involvement and to determine the direction of flow in the
vertebral arteries at rest.
Before revascularization nine patients were pretreated
with 325 mg of aspirin daily in combination with 250 mg of
Ticlopidine twice daily; five patients received aspirin alone.
Four patients were receiving long-term warfarin (for indi-
cations unrelated to stenting) and this was reinstituted (in
combination with aspirin) following the procedure.
Revascularization procedures. Using standard catheter-
ization techniques, arterial access was obtained (femoral 12,
brachial 2, radial 1 and femoral-brachial 3). Aortic arch and
selective angiography were performed in at least two views
that displayed the lesion. Intravenous heparin was admin-
istered during the procedure to maintain the activated
clotting time in the range of 200 to 300 s. An appropriate
guiding catheter was chosen and the stenosis crossed with
an 0.0180 guidewire. Predilatation was accomplished using a
balloon undersized by 1–2 mm.
In the case of total occlusions, the obstructions were
Abbreviations and Acronyms
MLD 5 minimal luminal diameter
RD 5 reference diameter
Table 1. Demographic, Clinical and Angiographic











Carotid artery disease 6 33
Coronary artery disease 14 78
Prior coronary bypass 9 50
Lower limb claudication 9 50
Presenting Symptoms
Subclavian steal 7 39
Arm ischemia 7 39
Coronary-subclavian steal 7 39
Graft inflow compromise 1 6
Lesion Site
Left subclavian 12 66
Right subclavian 3 17
Brachiocephalic 3 17
Treated segments
Total occlusions 4 22
Stenoses 14 78
Mean stenosis (%) 83 –
Range (%) 70–100 –
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traversed using 0.035 to 0.030 Glidewires (Meditech, Bos-
ton Scientific Inc., Natick, Massachusetts) over which were
passed a 4 or 5 Fr Glidecath (Meditech, Boston Scientific
Inc., Natick, Massachusetts). The intravascular position of
the catheter was confirmed by contrast injection and a
0.0180 guidewire was then placed through the catheter.
Initial dilatations were carried out progressively beginning
with 4 mm balloons. All patients then received Palmaz
stents (P104, P154, P204, Johnson & Johnson Interven-
tional Systems) which were hand-crimped on balloons
estimated to be sized 1:1 to the reference segment. When
necessary, multiple stents were placed to cover the entire
stenosis. Following initial stent deployment, high-pressure
inflations (10–16 atm.) were performed. Final angiograms
were obtained in projections identical to those used initially.
All vascular sheaths were removed the same day as the
procedure.
Quantitative angiographic measurements were made in
the view showing the most severe disease. Digital calipers
were used to measure the reference diameter (RD) of the
nearest uninvolved segment and minimal luminal diameter
(MLD) of the diseased segment. The contrast-filled guiding
catheter was used for calibration. Percent stenosis is ex-
pressed as: [(RD 2 MLD)/RD] 3 100.
Follow-up with clinical evaluation and repeat noninvasive
arterial studies were planned within 1 to 6 weeks, at 6
months, at 12 months and subsequently at yearly intervals
after the procedure. The stented segment was judged to be
patent if there was no recurrence of symptoms, mean
systolic BP difference between the arms was ,10 mm Hg
and the stent velocity by Doppler increased by no more than
20% with an absolute measurement of ,200 cm/s.
Literature review and analysis. A Medline search was
performed to identify all papers and abstracts discussing
surgery for subclavian, brachiocephalic, cervical or aortic
arch vessels. The period searched encompassed 1966
through 1998. Over 300 citations were screened to identify
papers where the surgical treatment of obstructive athero-
sclerotic vascular disease was the primary focus. Each paper
was reviewed, and the references were screened for other
papers not previously identified in the Medline search.
Where multiple similarly authored papers included the same
series, the most recent or the one containing the largest
series was chosen. Single case reports were reviewed as
sources of other papers contained within their references but
were not included in the analysis.
Qualitative comparisons of the published surgical out-
comes and stent outcomes were made. Both the diagnostic
criteria in these collected series and the definitions of
“complications,” “minor complications” and “major compli-
cations” varied from series to series. Follow-up protocols,
criteria for symptom recurrence and the determination of
patency were often not stated. Therefore it was decided that
we would evaluate simpler but more uniformly reported
endpoints including technical success (the ability to perform
the planned procedure yielding target lesion revasculariza-
tion and survival to discharge), patient death, stroke and
patency of the treated segment.
RESULTS
Current series. There were 18 treated segments (4 occlu-
sions, 14 high-grade stenoses) in 18 patients with a mean
residual stenosis after stenting of 1 6 5% and appearance of
normal antegrade flow in the treated vessels. The prepro-
cedural minimal luminal diameter was 1.2 6 0.8 mm
increasing to 7.4 6 1.2 mm after stenting, for an acute gain
of 6.2 mm. Mean stent length was 27 6 14 mm (range 15
to 60 mm). The mean poststent balloon diameter was 8 6
1 mm (range 5 to 10 mm) with a mean inflation pressure of
16 atmospheres. A typical angiographic result illustrating
recanalization and stenting of a chronic total subclavian
occlusion is shown in Figure 1A and B. The systolic blood
pressure difference between the arms decreased from 44 6
16 mm Hg to 3 6 3 mm Hg (Fig. 2) and the brachiobra-
chial index increased from 0.70 6 0.11 to 0.98 6 0.02. All
18 patients reported complete relief of their presenting
symptoms.
There were no major complications (death, stroke, tran-
sient ischemic attacks, myocardial infarction, stent throm-
bosis or occlusion). An access site pseudoaneurysm devel-
oped in one patient; this was successfully compressed using
ultrasound guidance. Stent embolization occurred in one
patient; the stent was withdrawn to the femoral artery and
then surgically retrieved.
During the 1 to 48 month follow-up (mean 17 months),
symptomatic restenoses did not occur and the brachiobra-
chial gradient did not change (Fig. 2.) All Doppler studies
were consistent with widely patent vessels. One patient died
12 months after intervention from causes unrelated to her
procedure. There were no repeat interventions at the treated
segment, but two additional patients later underwent suc-
cessful stent placement to the iliac artery for symptomatic
lower limb ischemia.
Surgical review. Table 2 summarizes the 52 papers that
describe a total of 2,496 patients treated surgically. In these
reports, preprocedure symptoms, diagnostic evaluation and
concomitant medical illnesses were not consistently de-
scribed. The methods by which one procedure was chosen
over another were variable and the rationale for performing
(or not performing) associated carotid endarterectomy in
patients with combined carotid disease were not uniformly
stated. There were no prospective randomized trials com-
paring surgery with any other form of therapy or comparing
different surgical procedures.
The combined initial technical success rate is high (mean
96 6 5%, range 75% to 100%). Stroke occurred in 3 6 4%
(range 0% to 14%) and death in 2 6 2% (range 0% to 11%).
Adverse events of any kind were reported in 331 patients for
an overall complication rate of 16 6 11% (range 0% to 43%)
(2,21–71). When the review is limited to surgical series
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from the last ten years, complications occur in 13%, stroke
in 3% and death in 2% (57–71).
Reported surgical complications included stroke or tran-
sient ischemic attack, myocardial infarction, hemorrhage,
phrenic nerve palsy, Horner’s syndrome, delayed wound
healing, infection, graft thrombosis, lung atelectasis with
pneumonia, pleural effusions, chylothorax and others per-
taining to general anesthesia. Risk factors associated with
complications suggest that open-chest procedures are asso-
ciated with a higher mortality and morbidity than that of
extrathoracic bypass (2,23,27,71) and that current surgical
practice favors local bypass with synthetic conduit.
Follow-up was largely clinical in the surgical series and
while this may have been adequate to identify symptom
recurrence, it does not confirm patency of the treated
segments; the development of collaterals may mask the
brachiobrachial pressure differential of a stenosed or oc-
cluded bypass. Overall recurrence was reported in 268
patients (16 6 14%) at a mean follow-up of 51 6 25
months. Recurrence in surgical series reported in the last ten
years is 12%. Because Doppler evaluation is required to
confirm triphasic subclavian flow or graft patency in these
situations, these are largely clinical threshold recurrence
rates, and the true rates of restenosis or occlusion may be
higher.
Stent review. Table 3 summarizes the published series of
patients treated with stents. Of the 108 patients represented
in the reports (72–77), technical success was achieved in 105
(97 6 4%). Adverse events were reported in 7 patients (6 6
5%). In contrast to surgery, reported complications with
stenting were minor and limited to vascular access difficulty
and stent dislodgment, which was managed by deployment
at the iliac artery or by surgical retrieval of the stent via the
catheter entry site. No strokes or deaths were reported.
Follow-up data were available in 81 of 108 procedures at a
mean duration of 20 6 9 months. Recurrence (documented
reocclusion or restenosis) was reported in 3 6 5%.
DISCUSSION
Surgery as standard therapy. Before the advent of percu-
taneous techniques, surgical treatment for aortic arch vessel
obstruction was advocated with axilloaxillary and carotid-
subclavian bypass as the favored procedures due to relatively
low morbidity and mortality. Despite this, surgical proce-
Figure 1. (A) Aortic arch angiography demonstrates the stump of
a totally occluded left subclavian artery (arrow). (B) shows a
selective angiogram after recanalization and stenting. The arrows
(S) indicate the stented segment; (I) the internal mammary artery
and (V) the vertebral artery.
Figure 2. Brachiobrachial systolic blood pressure differences before
treatment, after stenting and at follow-up. The gradient is signif-
icantly reduced after stenting (p , 0.0001 by Student paired t test)
and remained unchanged between the immediate post stent value
and follow-up (p 5 0.12).
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Success Stroke Complications Death Recurrence
Operation(s)n % n % n % n % n % F/U(mo)
Fields 2 1972 64 56 88 9 14 16 25 4 6 16 25 40 EAC,BYP,VL(TT)
Snider 21 1974 6 6 100 0 0 2 33 0 0 1 17 11 AAB
Hafner 22 1976 40 38 95 1 3 2 5 1 3 3 8 60 CSB,BYP,EAC(TT)
Luosto 23 1976 121 109 90 2 2 26 21 3 2 – 29 42 EAC(TT),BYP,TRP
Rich 24 1977 9 9 100 0 0 0 0 0 0 2 22 – EAC,CSB
Gross 25 1978 19 17 89 – – 4 21 2 11 4 24 43 CSB,BYP,EAC(TT)
Mehigan 26 1978 12 12 100 0 0 0 0 0 0 – – – TRP
Lilequist 27 1979 85 79 93 8 9 22 26 5 6 – 20 96 EAC,BYP(TT)
Myers 28 1979 20 18 90 2 10 4 20 0 0 3 14 36 AAB
Sodal 29 1979 11 10 91 1 9 1 9 0 0 2 18 29 EAC,BYP
Beebe 30 1980 35 35 100 0 0 8 23 0 0 2 6 22 EAC,BYB(TT),CSB,AAB
Raithel 31 1980 66 66 100 0 0 7 11 2 3 2 3 48 EAC(TT),BYP,CSB
Thompson 32 1980 90 81 90 1 1 14 16 3 3 11 15 – AAB,CSB,EAC(TT)
DePalma 33 1981 25 25 100 0 0 1 4 0 0 0 0 3 EAC(TT),CSB,AAB
Deriu 34 1981 34 31 91 2 6 3 9 1 3 4 13 6 EAC,BYP(TT),CSB
Dietrich 35 1981 11 11 100 0 0 0 0 0 0 – – – CST
Welling 36 1981 90 83 92 1 1 9 10 2 2 14 16 – AAB,CSB,EAC(TT)
Bentley 37 1982 10 10 100 0 0 0 0 0 0 2 20 45 AAB
Vogt 38 1982 100 94 94 2 2 9 9 5 5 18 18 52 CSB,AAB,EAC,BYP(TT)
Aburahma 39 1983 12 11 92 1 8 3 25 0 0 1 8 22 AAB,CSB
Aitken 40 1983 7 7 100 0 0 3 43 0 0 0 0 50 AAB
Crawford 41 1983 142 134 94 7 5 8 6 3 2 19 13 90 EAC,BYP(TT),AAB
Lerut 42 1983 33 32 97 1 3 13 39 0 0 – – – TRP
Posner 43 1983 27 27 100 0 0 2 2 0 0 0 0 26 AAB
Bleichrodt 44 1984 20 20 100 0 0 4 20 0 0 2 10 76 EAC(TT)
Dalton 45 1984 39 39 100 0 0 2 5 0 0 – – – CSB
Harris 46 1984 28 26 93 0 0 4 14 1 4 3 12 – CSB,BYP
Schlosser 47 1984 77 76 99 2 3 5 6 1 1 5 6 – CSB,EAC,BYP(TT)
Brewster 48 1985 37 36 97 2 5 3 8 1 3 6 16 50 EAC,BYP(TT),AAB
Welch 49 1985 28 26 93 0 0 6 21 1 4 2 8 – AAB,CSB,BYP
Chang 50 1986 41 40 98 – – – – – 2 3 7 – AAB
Shifrin 51 1986 11 11 100 0 0 2 18 0 0 2 18 38 AAB,CSB
Ziomek 52 1986 36 32 89 2 6 3 8 1 3 11 31 52 CSB
Schanzer 53 1987 33 32 97 0 0 1 3 1 3 – 28 60 AAB
Stipa 54 1987 16 12 75 – – – – 0 0 8 50 70 AAB
Weimann 55 1987 38 38 100 0 0 5 13 0 0 1 3 13 CSB
Weiner 56 1987 19 18 95 0 0 6 32 0 0 3 16 82 AAB
Coorbier 57 1988 215 – 91 – – – – 1 0.5 62 29 55 CSB,AAB
Rosenthal 58 1988 32 32 100 0 0 2 6 0 0 4 13 40 AAB
Farina 59 1989 15 13 87 0 0 4 27 0 0 2 87 60 CSB,TRP
Sterpeti 60 1989 46 46 100 2 4 7 15 0 0 4 9 47 CSB,TRP
Defraigne 61 1990 29 27 93 1 3 – – 1 3 1 3 40 CSB
Perler 62 1990 31 30 97 1 3 8 26 0 0 3 17 42 CSB,TRP
Branchereau 63 1991 97 94 95 4 4 5 5 1 1 10 10 54 EAC(TT),TRP,CSB,BYP
Kretschmer 64 1991 51 51 100 1 2 10 20 0 0 5 10 120 CSB,TRP
Mingoli 65 1992 43 43 100 2 5 11 26 0 0 11 26 66 CSB,AAB
Lowell 66 1993 10 10 100 1 10 2 20 0 0 2 20 85 AAB
Smith 67 1994 54 53 98 0 0 4 7 3 6 0 0 62 CSB,AAB,VL
Vitti 68 1994 124 124 100 0 0 11 9 1 1 3 6 92 CSB
Law 69 1995 51 50 98 2 4 12 24 1 2 – 12 60 CSB
Schardey 70 1996 108 108 100 2 2 16 15 0 0 11 13 70 TRP
Berguer 71 1998 98 96 98 10 10 41 41 8 8 – 12 51 EAC,BYP(TT)
TOTAL 2496 2184 70 331 53 268
MEAN 48 96% 3% 16% 2% 16% 51
RANGE 6–221 75–100% 0–14% 0–43% 0–11% 0–50% 3–120
S.D. 42 5 4 11 2 14 25
AAB 5 Axillo-axillary bypass; CSB 5 Carotid-subclavian bypass; TRP 5 Carotid-subclavian transposition; BYP 5 Other bypass procedure; VL 5 Vertebral ligation; EAC 5
Endarterectomy; TT 5 Transthoracic approach; Ref. 5 Reference number; F/U(mo.) 5 mean follow-up (months).
dures are still associated with significant risks including a
rate of stroke of approximately 3% and mortality of 2%.
Benefits of percutaneous treatment. Percutaneous
catheter-based treatment has become an alternative to
surgery because it is less invasive, has a lower complication
rate and may result in a shorter hospitalization. Several
earlier studies have reported initial success and patency rates
with balloon angioplasty similar to surgery (15–20). Stent-
ing, when used in addition to balloon dilatation, may reduce
the risk of embolization and achieve anatomically and
physiologically superior results. Indeed, analysis of the
literature (72–77) suggests that complications are fewer and
the success of revascularization similar, if not better. The
treatment of total occlusions, thought to be a limitation of
percutaneous treatment, is now possible (72). Good results
are also being reported with stent-based treatment of carotid
stenoses (78).
Our series consists of all patients with subclavian and
brachiocephalic obstruction identified by or referred to our
unit over the course of 48 months; all were treated using
percutaneous techniques employing stents to revascularize
patients with symptomatic stenoses and occlusions. There
was uniform success and few complications—notably no
transient or permanent neurological deficits and no deaths.
Follow-up evaluation was standardized and objective—
100% patency of the treated segments was confirmed by
noninvasive testing. This format ensured that occlusions or
restenoses were not masked by the development of collateral
circulation. The results of percutaneous stenting compare
favorably with the surgical experience. Specifically, technical
success (97% vs. 96%) and patency (97% at 20 months vs.
84% at 51 months) are similar while the incidence of the
major complications of stroke and procedure-related death
are lower in the stent group.
Limitations of this study. Care must be taken in drawing
conclusions from the published experience of any procedure
for brachiocephalic and subclavian revascularization. There
are no prospective randomized clinical trials comparing the
two forms of therapy; all published series are descriptions of
experience. Since the reported series are not themselves
controlled trials, a combined metaanalysis is not appropri-
ate. Comparison is also confounded by the lack of similar
patient selection criteria, inclusion bias or recorded end-
points. It is also inappropriate to combine the surgical series
into one group as “historical controls” and the stented
patients into a second “treatment group” and to compare
statistically their mean characteristics.
The length of time over which the surgical literature has
been developed gives rise to questions of whether it is
appropriate to compare the surgical techniques of the past
few decades with the percutaneous treatment of the past few
years. Though surgical techniques have improved, opera-
tions still often involve general anesthesia, direct manipu-
lation or clamping of the carotid (in the case of carotid-
subclavian bypass) or open-chest procedures—perhaps
accouting for the potentially higher rates of overall compli-
cation and stroke with surgical treatment. When only the
surgical series from the last ten years are considered, the
rates of overall complications, stroke and death still appear
to be greater than those of stenting.
Conclusions. Considering our clinical results and the
available published data, surgical therapy does not appear to
provide outcomes superior to those of percutaneous stent-
ing. The absence of stroke or death in the stent series
strongly suggests that, in experienced hands, stenting may
achieve its outcomes at a lower procedural risk than surgical
therapy. Until a large-scale prospective randomized trial can
be performed, we believe percutaneous stenting should be
considered the preferred therapy for the treatment of aortic
arch vessel obstructive lesions.
Acknowledgments
We thank all the physicians whose confidence was expressed
by referring patients for percutaneous revascularization. In
addition, we thank William Gaasch, MD for his careful
Table 3. Summary of the Published Series of Percutaneous Stenting of Brachiocephalic and Subclavian Obstruction
Lead Author Ref. Year
Patients
Technical
Success Stroke Complications Death Recurrence
n n % n % n % n % n % F/U(mo)
Kumar 72 1995 27 27 100 0 0 2 7 0 0 – – –
Criado 73 1996 26 23 88 0 0 1 4 0 0 3 13 27
Lyon 74 1996 7 7 100 0 0 0 0 0 0 0 0 10
Sueoka 75 1996 7 7 100 0 0 1 14 0 0 0 0 12
Martinez 76 1997 17 17 100 0 0 1 6 0 0 1 6 19.4
McNamara 77 1997 6 6 100 0 0 0 0 0 0 0 0 33
Current Series – 1997 18 18 100 0 0 2 11 0 0 0 0 17
TOTAL 108 105 0 7 0 4
MEAN 15 97% 0% 6% 0 3 20
RANGE 6–27 88–100 0–14 0–12 10–33
S.D. 9 4 5 5 9
1243JACC Vol. 33, No. 5, 1999 Hadjipetrou et al.
April 1999:1238–45 Brachiocephalic Revascularization
review and comment and Nancy Brodrick for secretarial and
editorial assistance.
Reprint requests and correspondence: Dr. Andrew Eisenhauer,
Interventional Cardiovascular Medicine, Lahey Clinic Medical
Center, 41 Mall Road, Burlington, Massachusetts 01805. E-mail:
Andrew.C.Eisenhauer@Lahey.Org.
REFERENCES
1. Tyras DH, Barner HB. Coronary-subclavian steal. Arch Surg
1977;112:1125–7.
2. Fields WS, Lemak NA. Joint study of extracranial arterial
occlusion. Subclavian Steal-A review of 168 cases. JAMA
1972;222:1139–43.
3. Editorial: a new vascular syndrome: “The subclavian steal.”
N Eng J Med 1961;265:912.
4. Reivich M, Holling HE, Roberts B, Toole JF. Reversal of
blood flow through the vertebral artery and its effect on the
cerebral circulation. N Engl J Med 1961;265:878–85.
5. Smith JM, Koury HI, Hafner CD, Welling RE. Subclavian
steal syndrome—a review of 59 consecutive cases. J Cardiovasc
Surg 1994;35:11–4.
6. Bryan AJ, Hicks E, Lewis MH. Unilateral digital ischemia
secondary to embolization from subclavian atheroma. Ann
Roy Coll Surg Eng 1989;71:140–2.
7. Breall JA, Kim D, Baim DS, Skillman JJ, Grossman W.
Coronary-subclavian steal: an unusual cause of angina pectoris
after successful internal mammary-coronary artery bypass
grafting. Cathet Cardiovasc Diagn 1991;24:274–6.
8. Granke K, Van Meter CH Jr, White CJ, Ochsner JL, Hollier
LH. Myocardial ischemia caused by postoperative malfunc-
tion of an internal mammary coronary artery graft. J Vasc Surg
1990;11:659–64.
9. Brown AH. Coronary steal by internal mammary graft with
subclavian stenosis. J Thorac Cardiovasc Surg 1977;73:690–3.
10. Olsen CO, Dunton RF, Maggs PR, Lahey SJ. Review of
coronary-subclavian steal following internal mammary artery-
coronary artery bypass surgery. Ann Thorac Surg 1988;46:
675–8.
11. Singh RN. Atherosclerosis and the internal mammary arteries.
Cardiovasc Intervent Radiol 1983;6:72–7.
12. Kay HR, Korns ME, Flemma RJ, Tector AJ, Leply D.
Atherosclerosis of the internal mammary artery. Ann Thorac
Surg 1976;21:504–7.
13. Ackermann H, Diener HC, Seboldt H, Huth C. Ultrasono-
graphic follow-up of subclavian stenosis and occlusion: natural
history and surgical treatment. Stroke 1988;19:431–5.
14. Moran KT, Zide RS, Persson AV, Jewell ER. Natural history
of subclavian steal syndrome. Am Surg 1988;54:643–4.
15. Bachman DM, Kim RM. Transluminal dilatation for subcla-
vian steal syndrome. AJR 1980;135:995–6.
16. Burke DR, Gordon RL, Mishkin JD, McLean GK, Meranze
SG. Percutaneous transluminal angioplasty of subclavian ar-
teries. Radiology 1987;164:699–704.
17. Insall RL, Lambert D, Chamberlain J, Proud G, Murthy
LNS, Loose HWC. Percutaneous transluminal angioplasty of
the inominate, subclavian and axillary arteries. Eur J Vasc Surg
1990;4:591–5.
18. Erbstein RA, Wholey MH, Smoot S. Subclavian artery steal
syndrome: treatment by percutaneous transluminal angio-
plasty. AJR 1988;151:291–4.
19. Wilms G, Baert A, Dewaele D, Vermylen J, Nevelsteen A,
Suy R. Percutaneous transluminal angioplasty of the subcla-
vian artery: early and late results. Cardiovasc Intervent Radiol
1987;10:123–8.
20. Kachel R, Endert G, Basche S, Grossmann K, Glaser FH.
Percutaneous transluminal angioplasty (dilatation) of carotid,
vertebral and innominate artery stenoses. Cardiovasc Intervent
Radiol 1990;10:142–6.
21. Snider RL, Porter JM, Eidemiller LR. Axillary-axillary artery
bypass for the correction of subclavian artery occlusive disease.
Ann Surg 1974;180:888–91.
22. Hafner C. Subclavian steal syndrome. A 12-year experience.
Arch Surg 1976;111:1074–80.
23. Luosto R, Harjola P-T, Ketonen P, Tala P. Operative
treatment of atherosclerotic lesions in innominate, subclavian
and vertebral arteries. A follow-up study. Annales Chirurgiae
et Gynaecologiae 1976;65:153–7.
24. Rich NM, Collins GJ Jr, Hobson RW, Andersen CA,
McDonald PT. Carotid-axillary bypass. Clinical and experi-
mental evaluation. Am J Surg 1977;134:805–8.
25. Gross WS, Flanigan PD, Kraft RO, Stanley JC. Chronic
upper extremity arterial insufficiency. Arch Surg 1978;113:
419–23.
26. Mehigan JT, Buch WS, Pipkin RD, Fogarty TJ. Subclavian-
carotid transposition for the subclavian steal syndrome. Am J
Surg 1978;136:15–20.
27. Liljeqvist L, Ekestro¨m S, Nordhus O. Intrathoracic approach
for subclavian and innominate artery reconstruction. Scand
J Thor Cardiovasc Surg 1979;13:309–14.
28. Myers WO, Lawton BR, Ray JF, Kuehner ME, Sautter RD.
Axilloaxillary bypass for subclavian steal syndrome. Arch Surg
1979;114:394–9.
29. Sodal G, Nornes H. Surgical correction of subclavian steal
syndrome. Scan J Thor Cardiovasc Surg 1979;13:315–20.
30. Beebe H, Stark R, Johnson M, Jolly P, Hill L. Choices for
operation for subclavian-vertebral arterial disease. Am J Surg
1980;139:616–23.
31. Raithel D. Our experience of surgery for innominate and
subclavian lesions. J Cardiovas Surg 1980;21:423–30.
32. Thompson BW, Read RC, Campbell GS. Operative correc-
tion of proximal blocks of the subclavian or innominate
arteries. J Cardiovasc Surg 1980;21:25–130.
33. DePalma RG, Broadbent RV. Management of occlusive
disease of the subclavian and innominate arteries. Am J Surg
1981;142:197–202.
34. Deriu GP, Ballotta E. The surgical treatment of atheroscle-
rotic occlusion of the innominate and subclavian arteries.
J Cardiovas Surg 1981;22:532–8.
35. Diethrich EB, Koopot R. Simplified operative procedure for
proximal subclavian arterial lesions: direct subclavian-carotid
anastomosis. Am J Surg 1981;142:416–21.
36. Welling RE, Cranley JJ, Krause RJ, Hafner CD. Obliterative
arterial disease of the upper extremity. Arch Surg 1981;116:
1593–6.
37. Bentley FR, Hollier LH, Batson RC. Axilloaxillary bypass for
subclavian and innominate artery revascularization. Am Surg
1982;48:70–4.
38. Vogt DP, Hertzer NR, O’Hara PJ, Beven EG. Brachioce-
phalic arterial reconstruction. Ann Surg 1982;196:541–52.
39. Aburahma AF, Lawton WE. Surgical treatment of the sub-
clavian “steal” syndrome. W Virg Med J 1983;79:120–5.
40. Aitken RJ, Immelman EJ. Experience with the axillo-axillary
bypass. S Afr J Surg 1983;21:215–21.
41. Crawford ES, Stowe CL, Powers RW. Occlusion of the
innominate, common carotid, and subclavian arteries: long-
term results of surgical treatment. Surgery 1983;94:781–91.
42. Lerut J, Sandmann W. Subclavian-carotid transposition. Acta
Chir Belg 1983;83:270–5.
43. Posner MP, Riles TS, Ramirez AA, Lamparello PJ, Eikel-
1244 Hadjipetrou et al. JACC Vol. 33, No. 5, 1999
Brachiocephalic Revascularization April 1999:1238–45
boom BC, Imparato AM. Axilloaxillary bypass for symptom-
atic stenosis of the subclavian artery. Am J Surg 1983;145:
644–6.
44. Bleichrodt R, Boontje A. Surgical treatment of the subclavian
steal syndrome by the transthoracal approach. VASA Band
1984;13:154–257.
45. Dalton M, Hansen HA, Thompkins TR. Carotid-subclavian
bypass for subclavian steal syndrome. J MSMA XXV 1984;7:
165–8.
46. Harris RW, Andros G, Dulawa LB, Oblath RW, Salles-
Cunha SX, Apyan R. Large-vessel arterial occlusive disease in
symptomatic upper extremity. Arch Surg 1984;119:1277–82.
47. Schlosser V. Subclavian steal syndrome. Correction by trans-
thoracic or extraanatomic repair. J Vasc Surg 1984:289–93.
48. Brewster DC, Moncure AC, Darling RC, Ambrosino JJ,
Abbott WM. Innominate artery lesions: problems encoun-
tered and lessons learned. J Vasc Surg 1985;2:99–112.
49. Welch GH, Leiberman DP, Pollock JG. Extrathoracic man-
agement of subclavian artery occlusion. J Roy Coll Surg Edin
1985;30:154–8.
50. Chang JB. Current state of extraanatomic bypasses. Am J Surg
1986;152:202–5.
51. Shifrin EG, Anner H, Levy P, Romanoff H. Extrathoracic
approach in surgical treatment of subclavian steal. Israel J Med
Sci 1986;22:567–71.
52. Ziomek S, Quinones-Baldrich WJ, Busuttil RW, Baker JD,
Machleder HI, Moore WS. The superiority of synthetic
arterial grafts over autologous veins in carotid-subclavian
bypass. J Vasc Surg 1986;3:140–05.
53. Schanzer H, Chung-Loy H, Kotok M, Haimov M, Jacobson
II. Evaluation of the axillo-axillary artery bypass for the
treatment of subclavian or innominate artery occlusive disease.
J Cardiovas Surg 1987;28:258–61.
54. Stipa S, Cavallaro A, Sciacca V, et al. Crossover axillary
by-pass. Treatment of subclavian or innominate artery ob-
structive lesions. Inter Angio 1987;6:421–7.
55. Weimann S, Willeit H, Flora G. Direct subclavian-carotid
anastomosis for the subclavian steal syndrome. Eur J Vasc
Surg 1987;1:305–10.
56. Weiner RI, Deterling RA, Sentissi J, O’Donnell TF Jr.
Subclavian artery insufficiency. Arch Surg 1987;122:876–80.
57. Courbier R, Jausseran JM, Poyen V. Current status of vascular
grafting in supraaortic trunks. Personal experience. Int Surg
1988;73:210–2.
58. Rosenthal D, Ellison RG, Clark MD, et al. Axilloaxillary
bypass: is it worthwhile? J Cardiovasc Surg 1988;29:191–5.
59. Farina C, Mingoli A, Schultz RD, et al. Percutaneous
transluminal angioplasty versus surgery for subclavian artery
occlusive disease. Am J Surg 1989;158:511–4.
60. Sterpeti AV, Schultz RD, Farina C, Feldhaus RJ. Subclavian
artery revascularization: a comparison between carotid-
subclavian artery bypass and subclavian-carotid transposition.
Surgery 1989;106:624–32.
61. Defraigne JO, Remy D, Creemers E, Limet R. Carotid-
subclavian bypass with or without carotid endarterectomy.
Acta Chir Belg 1990;90:248–54.
62. Perler BA, Williams GM. Carotid-subclavian bypass-adecade
of experience. J Vasc Surg 1990;12:716–23.
63. Branchereau A, Magnan P, Espinoza H, Bartoli JM. Subcla-
vian artery stenosis: hemodynamic aspects and surgical out-
come. J Cardiovasc Surg 1991;32:604–12.
64. Kretschmer G, Teleky B, Marosi L, et al. Obliterations of the
proximal subclavian artery: to bypass or to anastomose? J Car-
diovasc Surg 1991;32:334–9.
65. Mingoli A, Feldhaus RJ, Farina C, Schultz RD, Cavallaro A.
Comparative results of carotid-subclavian bypass and axillo-
axillary bypass in-patients with symptomatic subclavian dis-
ease. Eur J Vasc Surg 1992;6:26–30.
66. Lowell RC, Mills JL. Critical evaluation of axilloaxillary artery
bypass for surgical management of symptomatic subclavian
and innominate artery occlusive disease. J Cardiovasc Surg
1993;1:530–5.
67. Smith JM, Koury HJ, Hafner CD, Welling RE. Subclavian
steal syndrome. A review of 59 consecutive cases. J Cardiovasc
Surg 1994;35:11–4.
68. Vitti MJ, Thompson BW, Read RC, et al. Carotid-subclavian
bypass: a twenty-two year experience. J Vasc Surg 1994;20:
411–8.
69. Law MM, Colburn MD, Moore WS, Quinones-Baldrich
WJ, Machleder HI, Gelabert HA. Carotid-subclavian bypass
for brachiocephalic occlusive disease. Choice of conduit and
long-term follow-up. Stroke 1995;26:1565–71.
70. Schardey HM, Meyer G, Rau HG, Gradl G, Jauch KW,
Lauterjung L. Subclavian carotid transposition: an analysis of
a clinical series and a review of the literature. Eur J Vasc
Endovasc Surg 1996;12:431–6.
71. Berguer R, Morasch MD, Kline RA. Transthoracic repair of
innominate and common carotid artery disease: immediate
and long-term outcome for 100 consecutive surgical recon-
structions. J Vasc Surg 1998;27:34–42.
72. Kumar K, Dorros G, Bates MC, Palmer L, Mathiak L, Dufek
C. Primary stent deployment in occlusive subclavian artery
disease. Cathet Cardiovasc Diag 1995;34:281–5.
73. Criado FJ, Queral LA. The role of angioplasty and stenting in
the treatment of occlusive lesions of supraaortic trunks. Jour-
nal des Maladies Vasculaires (Paris) 1996;21 Suppl A:132–8.
74. Lyon RD, Shonnard KM, McCarter DL. Supra-aortic arterial
stenoses: management with Palmaz balloon-expandable in-
traluminal stents. JVIR 1996;7:825–35.
75. Sueoka BL. Percutaneous transluminal stent placement to
treat subclavian steal syndrome. JVIR 1996;7:351–6.
76. Martinez R, Rodriguez-Lopez J, Torruella L, Ray L, Lopez-
Galarza L, Diethrich EB. Stenting for occlusion of the
subclavian arteries. Tex Heart Inst J 1997;24:23–7.
77. McNamara TO, Greaser LE, Fischer JR, Gobin YP, Duck-
wiler G. Initial and long-term results of treatment of brachio-
cephalic arterial stenoses and occlusions with balloon angio-
plasty, thrombolysis, stents. J Invas Cardiol 1997;9:372–83.
78. Yadav JS, Roubin GS, Iyer S, et al. Elective stenting of the
extracranial carotid arteries. Circulation 1997;95:376–81.
1245JACC Vol. 33, No. 5, 1999 Hadjipetrou et al.
April 1999:1238–45 Brachiocephalic Revascularization
